A review of the published reports showed that well-documented cases of infective endocarditis and of asymptomatic puerperal bacteraemia after normal vaginal delivery are uncommon. There is evidence that antibiotic prophylaxis may increase the risk of developing antibiotic-resistant endocarditis. Recommended prophylactic regimens carry a considerable risk of drug toxicity. These facts, coupled with a lack of direct evidence in support of the efficacy of antibiotic prophylaxis, suggest that routine peripartum antibiotic prophylaxis is not indicated.
abortion,'-3 the insertion of intrauterine contraceptive devices,4 5 and vaginal delivery6-10 is used as support for routine antibiotic prophylaxis during normal labour and childbirth in patients with known heart disease. Published work provides little evidence for the need, and none for the efficacy of antibiotics in preventing endocarditis.
Prophylactic 
Discussion
The results of the survey by questionnaire confirm the divergence of opinion on the need for routine antibiotic prophylaxis after normal vaginal delivery.
The low rate of isolation of bacteria in the present study highlights the infrequency of asymptomatic puerperal bacteraemia. Even though the possible transience of bacteraemic peaks and subliminal concentrations of bacteria in blood may lead to underestimation of its true incidence,'3 substantial bacteraemia was not seen to occur in any patient. Table 2 compares the incidence of puerperal bacteraemia in the present study with the incidence in four published series.'4-'7 Thirty-six patients from a combined total of 1116 had positive cultures (3 23%). Twelve of these patients, however, had concurrent symptomatic infections giving a true incidence of asymptomatic puerperal bacteraemia after vaginal delivery of 2-15 per cent. In contrast to this, peripheral blood bacterial isolation rates after dental extraction have varied from 60 Review of the published reports showed a total of 27 cases of endocarditis after uncomplicated vaginal delivery.6-11 24 The causative role of delivery in precipitating endocarditis was equivocal in many instances. It is noteworthy that both cases of postpartum endocarditis in the present series were culture negative, and in one instance the diagnosis was made within 12 hours of delivery, thereby casting some doubt on the causative role of this. The specific hazard of enterococcal endocarditis after delivery has been cited as evidence in favour-of routine peripartum antibiotic prophylaxis.25 26 Eleven cases of pregnancy-related enterococcal endocarditis have been reported,2' 27 28 but only one was unequivocally related to normal childbirth.2' The remaining cases followed abortion, caesarean section, or occurred during pregnancy.27 28 The occurrence of both cases of endocarditis and one case of asymptomatic bacteraemia after manual removal of the placenta suggests that this procedure does carry an increased risk of endocarditis. Two additional cases of endocarditis after manual removal have been reported.9 It is prudent therefore to give antibiotic prophylaxis in this situation. The regimen recommended by the American Heart Association29 is appropriate for this, that is penicillin G 2 000 000 units intramuscularly plus gentamicin 80 
